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INTRODUCTION 

Solitary  diverticulae  of  the  cecum  or  ascending  colon  are  rare 
clinical  entities.  Diverticulitis  can  occur  with  these  lesions,  but 
the  diagnosis  is  frequently  missed  as  the  presentation  is  similar 
to  that  of  acute  appendicitis  and  can  mimic  other  acute  intra¬ 
abdominal  infections  such  as  cholecystitis.  Treatment  of  this 
condition  is  similar  to  that  of  left-sided  diverticulitis.  We  report 
a  case  of  solitary  perforated  diverticulum  of  the  right  colon  in  a 
patient  who  had  a  previous  appendectomy  and  the  diagnosis 
was  mistaken  for  cholecystitis. 

CASE  REPORT 

A  5 1  -year-old  otherwise  healthy  woman  presented  with  a  3-day 
history  of  malaise,  fever,  and  increasing  pain  in  the  right  abdo¬ 
men.  Her  surgical  history  was  significant  for  a  remote  appen¬ 
dectomy.  She  denied  symptoms  of  vomiting,  diarrhea,  con¬ 
stipation,  hematochezia,  melena,  or  dysuria.  She  also  denied 
any  history  of  chronic  or  recurrent  abdominal  pain  before 
the  presenting  episode.  On  examination,  she  was  febrile  to 
101 .2°Farenheit,  mildly  tachycardic  at  1 1 0  bpm,  and  had  oth¬ 
erwise  normal  vital  signs.  Physical  examination  revealed  diffuse 
abdominal  tenderness,  worst  in  the  right  upper  abdomen  with  a 
positive  Murphy’s  sign.  No  palpable  masses  were  present,  nor 
any  blood  on  digital  rectal  examination.  Her  white  blood  cell 
count  was  17,000  and  shifted  to  the  left.  Her  alkaline  phospha¬ 
tase  was  mildly  elevated.  An  ultrasound  of  the  right  upper  quad¬ 
rant  revealed  a  large,  immobile  gallstone  at  the  neck  of  the 
gallbladder  and  peri-cholecystic  fluid. 

We  took  the  patient  to  the  operating  room  for  laparoscopic 
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cholecystectomy  with  the  working  diagnosis  of  acute  cholecys¬ 
titis.  On  laparoscopic  inspection,  however,  the  gallbladder  ap¬ 
peared  normal  and  purulent  fluid  was  collected  above  the  liver. 
There  was  omental  and  peritoneal  adhesion  to  the  area  of  the 
hepatic  flexure.  We  attempted  laparoscopic  exposure  of  this 
area,  but  we  found  it  unsafe  to  proceed.  We  performed  laparot¬ 
omy  and  discovered  a  large,  inflammatory  mass  at  the  antimes- 
enteric  surface  of  the  hepatic  flexure.  A  right  hemicolectomy 
was  performed,  and  a  primary,  stapled  anastomosis  was  con¬ 
structed.  There  was  no  other  identifiable  intraabdominal  pa¬ 
thology.  The  gallbladder  was  left  in  place.  On  examination  of 
the  operative  specimen,  we  discovered  a  single,  large,  perforated 
diverticulum  at  the  area  of  the  hepatic  flexure  (Fig.  1).  There 
was  an  associated  phlegmon/abscess  cavity.  Histologic  exami¬ 
nation  revealed  a  severely  inflamed,  perforated  diverticulum 
with  its  wall  composed  of  mucosal  and  muscular  layers  (Fig.  2). 
The  patient  had  an  uneventful  recovery  and  was  discharged  to 
home  on  postoperative  day  6. 

DISCUSSION 

Diverticuli  of  the  right  colon  exist  in  approximately  1%  to  3% 
of  patients  with  diverticular  disease.1-3  They  are  typically 
asymptomatic,  acquired  false  pulsion  diverticulae,  similar  to 
those  found  in  the  left  colon.  Solitary  right-sided  diverticulae 
are  rare,  with  approximately  400  reported  cases  in  the  literature. 
These  are  frequently  true  diverticuli,  which  involve  all  layers  of 
the  bowel  wall  and  are  of  embryologic  origin,  developing  as  an 
outpouching  of  the  bowel  wall  during  the  sixth  to  seventh  week 
of  gestation.1-3  Nearly  all  reports  of  this  phenomenon  have 
been  of  diverticulae  in  the  cecum. 

Right-sided  diverticulitis  is  an  uncommon  diagnosis,  with 
approximately  1000  cases  reported,  and  perforation  of  a  sol¬ 
itary,  inflamed  right-sided  diverticulum  is  even  more  un¬ 
common.4,5  Diverticulitis  of  the  ascending  colon  affects  a 
younger  population  than  does  its  left-sided  counterpart, 
with  the  average  age  in  the  fifth  to  sixth  decade.  There  is  a 
predilection  for  people  of  Asian  descent,  although  the  reason 
for  this  is  unknown.3-6 

Right-sided  diverticulitis  most  commonly  presents  with 
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FIGURE  1.  Photograph  of  the  surgical  specimen.  The  cecum  and  termi¬ 
nal  ileum  are  to  the  right,  with  a  large,  solitary  diverticulum  visible  near  the 
hepatic  flexure. 


right  lower  quadrant  abdominal  pain  and  occasionally  with 
fever,  diarrhea,  and  abdominal  mass.  Eighty  percent  of  these 
cases  are  mistaken  for  acute  appendicitis,  and  the  diagnosis  is 
only  rarely  made  before  operation  for  this  reason.  Other 
diagnoses  to  be  considered  are  perforated  colonic  tumor, 
cholecystitis,  and  infectious  colitis.4-7  No  clinical  finding  or 
diagnostic  test  can  definitively  diagnose  diverticulitis  of  the 
right  colon.  Barium  enema  has  not  been  shown  to  be  helpful 
in  making  the  diagnosis,  but  computed  tomography  with 
oral  and  intravenous  contrast  may  be  of  some  benefit.8,9 
Treatment  is  the  same  as  that  for  left-sided  diverticulitis  and 
consists  of  intravenous  antibiotics  in  those  rare  cases  in 
which  the  diagnosis  is  made  preoperatively.  The  operation  of 


FIGURE  2.  Photomicrograph  of  a  section  through  the  diverticular  wall. 
The  wall  has  a  muscular  component  consistent  with  a  true  diverticulum 
and  is  ruptured.  There  is  exudate  surrounding  the  ruptured  area  (hema- 
toxylyn  and  eosin  x200).  Inset:  There  is  an  intense  neutrophilic  inflam¬ 
matory  reaction  extending  into  the  serosal  fat  (hematoxylyn  and  eosin 
xl  000). 


choice  is  resection  of  the  affected  area  with  primary  anasto¬ 
mosis.  Various  resections  have  been  described,  from  limited 
ileocecectomy  to  right  hemicolectomy. 1’4,6,7 

The  case  presented  above  demonstrates  the  difficulty  in 
making  the  preoperative  diagnosis  of  right-sided  diverticu¬ 
litis,  especially  when  the  history  reveals  surgical  absence  of 
the  most  common  mimic,  the  appendix.  The  clinical  picture 
consisting  of  worsening  abdominal  pain,  fever,  malaise,  an 
elevated  white  blood  cell  count,  and  focal  peritonitis  in  the 
right  upper  quadrant  with  an  ultrasound  examination  show¬ 
ing  a  large  gallstone  and  peri-cholecystic  fluid  invited  the 
diagnosis  of  acute  cholecystitis.  At  operation,  we  found  the 
gallbladder  to  be  without  any  evidence  of  acute  or  chronic 
inflammation,  and  we  performed  a  thorough  laparoscopic 
examination  of  the  remainder  of  the  abdomen,  finding  the 
inflammatory  process  in  the  right  colon.  In  the  absence  of  a 
history  consistent  with  biliary  colic  and  with  a  clear  source 
for  the  presenting  illness,  we  left  the  gallbladder  in  place.  We 
presumed  the  purulent  fluid  above  the  liver  to  be  from  the 
perforated  diverticular  abscess  and  to  explain  the  finding  of 
fluid  around  the  gallbladder  on  ultrasound.  Once  the  gall¬ 
bladder  was  determined  not  to  be  the  cause  of  the  illness  and 
free  purulent  fluid  found  in  the  peritoneum,  we  were  obli¬ 
gated  to  search  for  the  source,  and  once  found,  laparotomy 
was  mandated  for  safe  diagnosis  and  therapy. 

CONCLUSION 

Diverticulitis  of  the  right  colon  is  an  uncommon  clinical  entity  that 
is  frequently  mistaken  for  acute  appendicitis  but  can  mimic  other 
intraabdominal  infectious  processes  as  well.9  Even  in  the  absence  of 
the  possibility  of  appendicitis,  it  is  an  infrequent  diagnostic  consid¬ 
eration.  Management  of  the  condition  is  similar  to  that  of  left¬ 
sided  diverticulitis,  but  surgical  intervention  is  often  performed 
because  the  diagnosis  is  frequently  made  at  laparotomy. 

In  cases  in  which  laparoscopy  is  performed  for  suspected  chole¬ 
cystitis  in  a  patient  with  a  clinical  picture  consistent  with  an  intra¬ 
abdominal  infection  and  the  gallbladder  is  found  to  be  normal,  a 
thorough  laparoscopic  investigation  of  the  abdomen  is  mandatory. 
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